Objective: Rates of depression and anxiety are high among older adults in residential aged care facilities (RACFs). This study examined the extent to which psychological services are made available to facility residents in Australia, and investigated barriers to accessing such services. Method: The sample consisted of 90 senior staff from a random sample of RACFs. Participants completed self-report questionnaires regarding their perspectives on the availability of psychological services and potential barriers to access psychological services. Results: Access to psychological services was poor. Psychologists were employed at a rate only one third that of other providers of mental health services. Residents were rarely referred to psychologists or to psychological treatments. The most important barriers to access, as perceived by participants, were the low availability of psychologists specialising in treating older adults, lack of government funding for such access, and limited staff training in detecting depression and anxiety. Conclusion: Access to psychologists and psychological services remains poor in Australian residential aged care settings. Such access may be improved by developing a workforce of clinical geropsychologists, improving funding mechanisms for residents to access psychological services, and addressing staff knowledge about depression and anxiety.
Australians, which found that 8.2% experienced clinically significant depression (Pirkis et al., 2009) , the prevalence of depression among older Australians in RACFs was found to be 17-35% (Davison et al., 2007; Snowdon & Fleming, 2008) . While such differences may be partially attributed to measurement issues (e.g., assessment of depressive symptoms versus syndromes), these findings suggest that older adults living in RACFs may represent a more mentally unwell cohort than those living in the community. In the largest study of depression in aged care in Australia to date, the Australian Institute of Health and Welfare (2013) reported that 52% of all permanent aged care residents experienced symptoms of depression. Similar results have been found in countries such as the USA, Hong Kong, and Norway (Anstey, Von Sanden, Sargent-Cox, & Luszcz, 2007; Chow et al., 2004; Drageset, Eide, & Ranhoff, 2013; Levin, Wei, Akincigil, & Lucas, 2007) . While research into the prevalence of anxiety disorders and symptoms of anxiety in RACFs is limited compared to that for depression, a recent systematic review found that 3.2-20% of residents were diagnosed with anxiety disorder, while up to 58.4% experienced clinically significant anxiety symptoms (Creighton, Davison, & Kissane, 2015) . Depression and anxiety in old age tend to be comorbid, and this comorbidity is associated with more severe psychopathology overall (Smalbrugge, Jongenelis, Pot, Beekman, & Eefsting, 2005) .
Despite the high prevalence of mood disorders, and the fact that mental health treatments are effective for residents living with late life depression or anxiety (Cody & Drysdale, 2013) , such treatments are underutilised by older adults (Konnert & Petrovic-Poljak, 2014) . In a US study of mental health service use, older adults were only one third as likely to report receiving treatment for serious mental illness than younger adults (Karlin, Duffy, & Gleaves, 2008) . Similarly, low rates have been found for aged care residents, with Davison et al. (2007) reporting that just under half of aged care residents with major depressive disorder had received any form of treatment.
Access to psychological treatments in such settings is particularly poor. In a US study on treatments utilised in residential care settings, Levin, Wei, Akincigil, and Lucas (2007) found that of the 48% of residents who had an active depression diagnosis, only 0.5% were receiving psychotherapy, compared to 74% who received antidepressant medication, and 23% who received no treatment at all. High rates of psychotropic medication use in such settings have also been reported in Australia (Snowdon, Day, & Baker, 2006) . For example, in a survey of 290 Australian aged care residents, 49 of whom met the criteria for major depressive disorder, only one resident reported receiving a psychological treatment, compared to 89 who were prescribed an antidepressant (Davison et al., 2007) .
Other than medication, services typically provided in RACFs include those provided by pastoral care workers (Laverty, Callaghan, Mersiades, Peel, & Sullivan, 2012) , social workers (Kelchner, 2002) , occupational therapists (Trace & Howell, 1991) , and diversional therapists or lifestyle activities staff (Choi, Wyllie, & Ransom, 2009) . Although these service providers are not typically considered mental health professionals per se, they may be seen as providing services that can improve wellbeing in this setting. RACFs often provide daily activity programs including arts and crafts groups, discussion groups, exercise groups, and so forth (Choi et al., 2009) . While the efficacy of such activities for promoting the emotional wellbeing of older adults has been supported (Wells et al., 2014) , these activities have not been regarded as evidence-based treatments for mental disorders. Within such a climate of care, psychological services such as evidence-based treatments provided by registered psychologists are typically absent.
Poor access to psychological treatments for residents exists despite evidence for the effectiveness of such treatments. For example, Cody and Drysdale (2013) conducted a meta-analytic review of 17 randomised controlled trials of psychological treatments for depression in RACFs, including reminiscence therapy, cognitive behaviour therapy, and behavioural activation therapy. A medium effect size was found, and improvements in depressive symptoms were maintained at a 6-month follow up in the majority of studies. Similarly, Helmes and Ward (2015) found that a 7-week mindfulness-based cognitive therapy group was effective in reducing anxiety in RACFs.
Reasons for poor access to psychological services in RACFs have not been widely examined. The few studies that have investigated such barriers are largely qualitative and anecdotal in nature. These studies have highlighted three types of barriers.
Firstly, access to psychological services for residents may be impeded by factors related to aged care staff. One such factor is inadequate staff training in detecting mental illness (Jones et al., 2007; Richardson & Martin, 2004) . McCabe, conducted focus groups with carers, nurses, general practitioners (GPs), and aged care managers who worked in four aged care settings in Australia, and concluded that the level of knowledge of late-life depression among staff was low. Staff reported relatively low levels of selfefficacy in detecting depression, stating that it was difficult to distinguish depressive symptoms from someone's personality and other mental or physical conditions. In addition to poor knowledge of mental disorders, aged care staff have reported feeling limited by time constraints in their care of residents, particularly in an environment where providing physically oriented care is seen as the primary objective (Choi et al., 2009; . Staff attitudes towards psychological treatments also play a role. George et al. (2009) found that some staff members hold the belief that depression is a normal consequence of ageing and, therefore, people with depression cannot be helped, and that talking about their emotional issues may make things even worse for residents. A US study reported similar themes, with nursing home staff emphasising that the "nursing home culture" (Choi et al., 2009, p. 679 ) is the biggest barrier to the implementation of psychological interventions for depression. Participants cited a widespread belief that nothing can be done for late-life depression, and as a result staff members do not assess the mental health needs of their residents as thoroughly as their physical needs.
A second barrier to accessing psychological services may be the stigma associated with such services among residents. Several researchers have suggested that older adults may not wish to discuss their mental health issues for fear of being perceived as defective (Gething et al., 2003; Konnert & Petrovic-Poljak, 2014 ). Further, residents may believe that the expression of one's thoughts and feelings is inappropriate, by their generation's societal standards, and aged care staff believe that such views are widely held by residents (Choi et al., 2009) . Some aged care staff believe that residents mask their symptoms in a bid not to become a burden .
A third potential barrier to such access may relate to the availability of psychologists and funding for psychological services. The availability of psychologists who specialise in treating older adults is limited, with one study reporting that as few as 6% of psychologists in Australia specialise in treating older adults (Koder & Helmes, 2008) . Helmes and Gee (2003) found that Australian psychologists and counsellors perceived themselves to be less competent in treating older adult clients than other client groups, and judge an older adult experiencing depression as having a poorer prognosis and being less appropriate for therapy than a younger adult experiencing the same mental health problem. Furthermore, the vast majority of residents of RACFs, those in Commonwealth supported places, are not covered by the Commonwealth Government's Better Access to Mental Health Scheme, introduced in 2006, which permits government rebates for ten sessions of therapy per year for Australians with mental disorders (Davison et al., 2016) . For such residents, the facility is expected to cover the cost of such services; however, funding to RACFs to do so is inadequate (Davison et al., 2016) . Hence, psychological treatments are not easily affordable by residents (Burns, 2008; Choi et al., 2009) .
The aim of this study was to explore the extent to which psychological services were accessible for older adults in Australian RACFs, and to identify barriers to access from the perspective of facility staff who coordinated their day to day care. For the purposes of this study, access was conceptualised as including access to psychologists employed in the setting (e.g., an inhouse psychologist), referrals to psychologists (e.g., referrals to a psychologist not employed by the facility), and referrals for psychological treatments (e.g., cognitive or behavioural treatments, provided by any practitioner). A random sample of RACFs in Australia was selected. Participants, comprising senior management from these facilities, completed a questionnaire identifying the extent to which psychologists were employed in their facilities, the extent to which residents were referred to private psychologists, and the extent to which residents were provided with access to psychological treatments. Participants also indicated the influence of several potential barriers to such access.
Method Participants
The sample comprised 90 participants. As shown in Table 1 , the majority of participants were women, and a large proportion were clinical care managers, followed by residence managers, and registered nurses. Participants had worked at their current facility for between 1 and 397 months (M = 78.8, SD = 80.3). Participants worked in facilities around Australia, with similar numbers from both rural and metropolitan areas, with a high representation from Victoria and New South Wales. Facilities varied in size, offering anywhere from 20 to 560 beds (M = 87.7, SD = 66.8). The majority of facilities were charitable or not-for-profit, followed by private, as shown in Table 2 .
Procedure
A list of RACFs was obtained from the Australian Government Department of Social Services (2015) . From this list, 15% of facilities (n = 407) were randomly selected for inclusion. These facilities were contacted in order to obtain email addresses for Note. n = 90.
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the clinical care managers (or equivalent). Sixteen facilities that could not be contacted were replaced by a further 16 randomly selected facilities. Seventy-three facilities declined to provide such contact details. Clinical care managers (or equivalent) of the remaining 334 facilities were sent an email inviting them to participate in the study. A week after the initial email invitation was sent, a reminder invitation was sent. After a further 2 weeks, a final reminder invitation was sent. The email invitation included a link to information about the study, followed by an online demographic form and survey. Participants were informed that their consent was implied by participation in the survey. The online survey was completed by 90 participants (27% response rate). At the end of the survey, participants were redirected to a separate survey where they could enter their contact details to enter the draw to win an iPad Mini, provided as an incentive to participate. Participants were advised that the personal information they supplied was not linked to their anonymous responses to the survey. Ethics approval for the study was obtained from Swinburne University's Human Research Ethics Committee. Data were collected in July-September 2015.
Measures
Participants completed an online demographic form and survey developed for this study. The demographic form contained items relating to age and gender, the participant's designated role in the facility, and time spent working there. Participants were also asked about characteristics of their facility such as their geographical location and the number of beds they supplied.
The survey comprised three parts. In the first part, participants were asked whether they believed residents in their facility showed symptoms of mental health issues such as depression and anxiety. Participants responded yes or no to a single-item question "Do any of the residents in your facility show symptoms of depression and/or anxiety?" This question was included to ensure participants were working in settings with some depressed or anxious residents.
The second part of the survey was designed to obtain information on the types of mental health and psychosocial treatments available to residents. Participants were instructed to indicate if, and to what extent (e.g., full-time, part-time), psychologists and other mental health service providers (e.g., occupational therapists and diversional therapists) were employed at the facility. Participants were also asked to indicate the extent to which residents were referred to psychologists and various other professionals for mental health intervention (e.g., psychiatrists and GPs), and the extent to which psychological treatment and various other interventions were offered: all on a 5-point Likert-type scale (1 = never, 2 = rarely, 3 = sometimes, 4 = often, 5 = always).
The third part of the survey was designed to assess the importance of a number of perceived barriers to accessing psychological services. The list of barriers was constructed from a review of the literature. Participants were instructed to rate the importance of six items reflecting potential barriers (see Table 5 ) on a 5-point Likert-type scale (1 = not at all, 2 = a little, 3 = to some extent, 4 = a lot, 5 = extremely).
Results
All participants answered "Yes" to the single item "Do any of the residents in your facility show symptoms of depression and/or anxiety?"
The number of mental health service providers employed within participating facilities is shown in Table 3 . For the purposes of further analyses, employment status was recoded into a binary variable consisting of those employed (including those employed casually, part-time, and full-time), and not employed. Of the participants who responded to the question on employment of professionals, 11 (14%) indicated that their facility employed psychologists. Psychologists were employed at a significantly lower rate than other mental health treatment providers (see Figure 1 ; Cochran's Q, p < .001). McNemar's tests for paired repeated-measures proportions were run to test for significant pairwise differences in the rate of employment between psychologists and specific other professional groups. Psychologists were employed significantly less than diversional therapists [n = 65, 74%, χ significant difference was found in the proportions of psychologists employed compared with social workers (n = 14, 17%, p = .804) and psychiatrists (n = 9, 11%, p = .774). In order to examine the extent to which residents were referred to psychologists and other mental health care practitioners, participants indicated how often residents with depression and anxiety were referred to various practitioners. On average, participants indicated that residents were referred to psychologists rarely to sometimes (M = 2.5, SD = 0.95). In contrast, participants indicated that such residents were referred to general practitioners often to always (M = 4.53, SD = 0.74). Using paired t-tests with Bonferroni adjustment, referrals were made significantly less often to psychologists than to GPs Participants also indicated the extent to which residents with depression or anxiety symptoms were referred for various treatments. On average, they were referred for psychological treatments (e.g., cognitive behaviour therapy) rarely to sometimes (M = 2.60, SD = 1.10). Means, standard deviations, and paired t-test results for the types of treatments referred to are provided in Table 4 . Referrals to psychological treatments were made significantly less often than those for most other treatments, including medication (e.g., antidepressants), music and arts, social activities, physical activities, external activities, reflection, relaxation, quality of life approaches, and sensory stimulation. Residents were referred for psychological treatment at a similar rate to interventions that rely on technology, and only significantly more often than Montessori techniques.
Participants were then asked to indicate the importance of several barriers to accessing psychological services for residents. Means, standard deviations, and results of pairwise comparisons for the importance of barriers are shown in Table 5 . As shown, there were significant differences in the perceived importance of the barriers. Low availability of psychologists who specialise in treating older adults, lack of government funding for psychological treatment in RACFs, and low levels of staff training in detecting depression and anxiety were rated as the most significant. The importance of residents' attitudes about seeing a psychologist was not clearly differentiated from the importance of other barriers. Finally, staff attitudes about psychological treatments and staff not having time to detect depression and anxiety were rated as least important.
Discussion
This is the first Australian study to investigate the accessibility of psychological services for older adults living in RACFs, and to identify the importance of potential barriers in determining such accessibility. The most significant finding of this study is Note. N/A, not available as this item was compared with other items in this table. M and SD are based on Likert scale where 1 = never, 2 = rarely, 3 = sometimes, 4 = often, 5 = always. n = 88-90. Note. Non-identical superscripts indicate significant differences in means between adjacent factors at p < .003. M and SD are based on a Likerttype scale where 1 = not at all, 2 = a little, 3 = to some extent, 4 = a lot, 5 = extremely. n = 90.
that psychological services were very poorly represented in aged care settings. Compared to a range of service providers, psychologists were significantly less likely to be employed in RACFs. Residents with symptoms of depression and anxiety were significantly less likely to be referred to psychologists than to most other relevant service providers. Similarly, such residents were significantly less likely to be referred to psychological treatments than various other treatments, including medication and in-house activities. From the perspective of the aged care managers and senior staff, systemic factors such as the availability of psychologists, funding for psychologists, and staff knowledge of mental disorders were the most important barriers to psychological services. In this study, psychologists were less likely to be employed in RACFs than diversional therapists, pastoral care workers, and occupational therapists. Such a finding perhaps represents the wider preference in such settings for utilising other practices and professions to address the emotional wellbeing of residents. Some authors have noted that emotional wellbeing of residents in such settings is usually addressed though leisure activities (Choi et al., 2009) , and spiritual counselling (Laverty et al., 2012) , typically administered by diversional therapists and pastoral care workers. The poor employment rate for psychologists in the present sample is consistent with previous suggestions that the number of psychologists employed in Australian RACFs "probably does not exceed a handful" (Pachana, 2008, p. 9) . While professionals such as diversional therapists and pastoral care workers, who are employed at a relatively high proportion, are important for resident wellbeing, they may not be trained in providing evidence-based treatments for mental disorders experienced by a substantial number of residents who require specialist support.
For residents who showed symptoms of depression and anxiety, referrals to psychologists were made significantly less often than referrals to GPs, pastoral care workers, and geriatricians. This finding is consistent with past qualitative evidence, suggesting that referrals to GPs are most common in such settings . Additionally, in this study, residents were referred for medication more often than psychological treatment, as has been reported in previous studies (Snowdon et al., 2006) . Such referral patterns appear inconsistent with older adults' preference for talking therapies over medication (Woodward & Pachana, 2009) . Further, again consistent with other studies (Choi et al., 2009) , psychological treatments were less commonly provided than a range of other psychosocial activities.
The most important barriers to psychological services in RACFs, as selected by aged care staff, were availability of psychologists, funding for psychologists' services, and staff training. Participants rated the low availability of psychologists who specialise in treating older adults as a highly important barrier. Unfortunately, several authors have highlighted the continued lack of psychologists with specialisations in geropsychology (Davison et al., 2016; Gething et al., 2003; Koder & Helmes, 2008) , and the current finding indicates that aged care staff experience difficulty locating such specialists. Evidence suggests that a lack of training opportunities in the field of geropsychology may play a role in the low numbers. A 2010 study found that almost 80% of postgraduate clinical psychology programs did not offer any courses that covered geropsychology topics, and very few postgraduate clinical psychology programs in Australia offered formal geropsychology concentrations (Pachana, Emery, Konnert, Woodhead, & Edelstein, 2010) . Improved training opportunities for psychologists to specialise in the treatment of older adults may increase their availability, and as such, their visibility within the aged care setting.
Government funding for psychological treatment in aged care was also rated by participants as highly important in determining access to psychological services for residents with symptoms of depression and anxiety. In Australia, current funding mechanisms do not allow the vast majority of aged care residents access to rebated psychological services available to the wider population (Davison et al., 2016) . Funding to RACFs to provide such services has also been reported as largely inadequate, burdening aged care residents or their families with the relatively high costs of psychological treatments (Burns, 2008; Choi et al., 2009) . Unfortunately, most residents are likely to find these costs prohibitive given their financial situations.
Staff training in detecting depression and anxiety was rated equally important as the availability of and funding for psychologists. Standardised screening for symptoms of depression and anxiety in RACFs beyond the screening currently provided in the Aged Care Funding Instrument may improve detection and subsequent rate of psychological treatment for residents. Further, there are some indications that training programs that improve mental health literacy amongst RACF workers may translate into greater levels of engagement between such workers and psychologists. In Australia, the largest occupational group in the Australian residential aged care workforce is personal care assistants (PCAs). Most PCAs possess basic educational qualifications (e.g., Certificate III in Aged Care; King et al., 2012) but report low rates of on-the-job training in mental illness. In one study, only 17% of PCAs reported receiving training in mental illness upon commencement of employment at RACFs, and only 11% reported ongoing training in mental illness (Jones et al., 2007) . Additionally, more senior staff, such as registered nurses, have also reported limited training in understanding depression (Davison, McCabe, Mellor, Karantzas, & George, 2009) . A training program for aged care staff developed by beyondblue was found to improve staff knowledge of and attitudes towards late life depression, and likewise to increase the number of referrals made by staff for depression (Mellor et al., 2010) . Such shifts in staff knowledge and attitudes may increase opportunities for psychological service provision in RACFs, and hence, increase the relevance of developing geropsychology competencies for psychologists. Without such endorsement by staff and opportunities for service provision in such settings, psychologists may see little incentive to train in geropsychology. Hence, standardised screening and training programs for RACF staff may be integral in prompting the growth of geropsychology in Australia.
Several limitations were associated with this study. First, the study surveyed only senior staff members of aged care facilities-in most cases, clinical care managers or residence managers. A wide range of relevant stakeholders could have been surveyed for their input on access to psychological services and barriers to such services; these include residents, family members, psychologists, general practitioners, and other relevant service providers. Further studies will need to include such stakeholders to examine the extent to which the views expressed by staff are representative of those held by the wider stakeholder community. Second, the extent to which the sample was characteristic of the population was unclear. More information about facilities would have been useful for characterising the sample. For example, instead of asking whether residents in the facility showed symptoms of depression and anxiety, future research could ask respondents to estimate the proportion of residents with symptoms of depression and anxiety based on standardised screening tools. Further, in this study, no limitations were placed on the number of responses per facility. It is possible (but unlikely) that more than one staff member from the same facility completed the survey. Further research could collect identifying information on the facility to ensure that each facility was represented only once in the survey, and to examine differences between those facilities that were and were not represented in the survey.
Third, while this study investigated patterns of access to psychological services, it did not investigate the utilisation of such services. Aged care workers were asked about the extent to which referrals were made for psychological services, but were not required to state whether or not these referrals eventuated in utilisation and subsequent treatment. While it may be assumed that improved access would result in improved utilisation, future studies may wish gather data on both access to psychological services and the use of those services, in order to determine whether or not access does indeed predict utilisation.
Fourth, the survey used for this study did not allow participants to suggest factors, other than those presented to them, they believed may have been barriers to access of psychological services. It is possible that senior staff members of RACFs may endorse barriers other than those included in the purpose-built survey. Future studies may wish to consider the inclusion of an open-ended question in order to capture such potential factors. Further, future research should attempt to distinguish whether or not barriers to access differ between RACFs, depending on their characteristics, such as whether they are not-for-profit or privately owned, their particular client mix, and their geographical location, such as in a major city compared to a rural area. This may be important for determining the strategies for improving access to such services.
In conclusion, this study is the first to conduct a quantitative investigation of the extent to which psychological services are accessed in Australian RACFs, and the potential barriers to such access. The results from this study have important implications for ensuring improved access to psychological service access for older Australians in RACFs. Critically, findings from this study suggest that despite the evidence base for the effectiveness of psychological services in RACFs, access to such services is poor in the Australian context. Such access may be improved by increasing the availability of psychologists with training in geropsychology, improving the knowledge of aged care staff about psychopathology, and improving funding mechanisms for residents to access psychological services.
